Even with dedicated neonatal intensive care facilities, most of the Indian tertiary care centers lack specialized cardiac care facilities and surgical back-up. Many neonates with duct-dependent circulation, despite being on prostaglandin infusion, require adequate mixing at the atrial level for adequate oxygenation. Many such neonates are not stable enough to be transported. Urgent balloon atrial septostomy at the referring center is the only bail-out option in many of these neonates.
Even with dedicated neonatal intensive care facilities, most of the Indian tertiary care centers lack specialized cardiac care facilities and surgical back-up. Many neonates with duct-dependent circulation, despite being on prostaglandin infusion, require adequate mixing at the atrial level for adequate oxygenation. Many such neonates are not stable enough to be transported. Urgent balloon atrial septostomy at the referring center is the only bail-out option in many of these neonates.
With many neonatal units being equipped with inhouse echocardiography facility, with basic training of point-of-care echocardiography and easily accessible hardware (which can be sterilized and reused in resourcelimited settings), this procedure can be done bedside by a cardiologist adequately trained in the procedure. The need of the procedure should be decided by neonatologist in consultation with cardiologist.
Here in we describe the steps, hardware needed and special precautions to be taken for this procedure. After obtaining consent, venous access is obtained via femoral or umbilical route, and a 4F/5F pediatric sheath is exchanged over the guide wire. Fogarty's catheter ( Fig. 1) is passed under echocardiography guidance from 
NOTICE

Call for Submission of 'Clinical Videos'
Under this section, Indian Pediatrics publishes videos depicting an intricate technique or an interesting clinical manifestation, which are difficult to describe clearly in text or by pictures. A video file submitted for consideration for publication should be of high resolution and should be edited by the author in final publishable format. MPEG or MP4 formats are acceptable. The maximum size of file should be 20 MB. The file should not have been published elsewhere, and will be a copyright of Indian Pediatrics, if published. For this section, there should be a write-up of up to 250 words discussing the condition and its differential diagnoses. The write-up should also be accompanied by a thumbnail image for publication in the print version and PDF. Submit videos as separate Supplementary files with your main manuscript. A maximum of three authors (not more than two from a single department) are permissible for this section. In case the video shows a patient, he/she should not be identifiable. In case the identification is unavoidable, or even otherwise, each video must be accompanied by written permission of parent/guardian, as applicable. Authors are responsible for obtaining participant consent-to-disclose forms for any videos of identifiable participants, and should edit out any names mentioned in the recording. The consent form should indicate its purpose (publication in the journal in print and online, with the understanding that it will have public access) and the signed consent of the parent/legal guardian. The copy of the consent form must be sent as supplementary file along with the write-up, and original form should be retained by the author. A sample consent form is available at our website www.indianpediatrics.net.
